The gauze should be dipped in warm water first to soften the paraffin. The Thiersch graft is wrapped round thb mould, it adheres satisfactorily, and does not curl up at the edges. The mould having previously been made the exact shape of the cavity can be replaced without difficulty. There is no irritation, and there appears to be no sepsis produced by the foreign body; you can leave the mould in position seven, even ten days, and if a large opening through the meatus has been made there is no trouble in bringing this hollow mould together and drawing it out through the meatus. I have here one whicb I removed post-aurally, in a case in which I bad reason for leaving the wound open posteriorly. You can see the exact mould of the radical cavity.
Discussion Mr. COLLEDGE (in reply) said he did not think one should make any extravagant claims for the method. An exact mould of the cavity was obtained, therefore the graft could be applied with accuracy to the whole area required, and the edges did not roll up. When the mould was removed, the graft was not disturbed. The paraffin seemed to have a soothing effect on the wound, and there was not the fcetor which followed the use of ordinary plain or cyanide gauze. At operation osteomyelitis of the whole right mastoid process was found. Lateral sinus and dura mater of middle fossa seen, but not interfered with.
The interest lies in the course of the case. Before operation the temperature had risen to 102°F. The next day it rose to 105°F., and thereafter there was pyrexia with very occasional remissions for six weeks.
Other points to notice are: (1) Extreme tenderness over the whole right sternomastoid muscle lasted a week. (2) There was slight pain over the left lower chest for the first week. (3) In the second week slight transient pain over right lower chest. (4) Respiration rate 32-24 the whole time.
Examination of the blood was negative, except that it showed "secondary antemia of the chlorotic type" (Dr. H. Pritchard).
Examination of chest was negative until the fifth week, when dullness was detected at the right base (Dr. Pritchard and Dr. Turnbull).
A dull patch was shown by X-rays. At the beginning of the sixth week patient suddenly coughed up 4 oz. of pus, and rapidly got well.
NOTES.
(1) The temptation to re-investigate lateral sinus and jugular vein was great.
(2) Assuming that procedure successfully completed, credit might have been claimed for it for effecting the final cure.
(3) The history of "hip disease " raised the possibility of tuberculosis as an explanation of the chart.
(4) X-ray examination made earlier might have helped the diagnosis.
(5) The suggestion is made that there were weak areas in both lungs, and that one of these was so affected by inhalation (at operation) as to produce an abscess.
This case illustrates rather well the type of dilemma which may occur in aural surgery, and the anxiety which it may cause. The tenderness over the sternoat SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from mastoid on the side operated upon was very marked, and I think it was due to free detachment of tendon from the mastoid process. The pain in the lower chest was transient, and we found nothing at the time to explain it. Other confusing points were the "hip disease " and the pneumonia in the earlier history.
Discussion.-Mr. M. VLASTO said that some years ago he (the speaker) had had a case with similar features. A man upon whom a Schwartze operation had been performed had, after operation, for several days recorded an evening temperature of 1040 to 105°. There had been no rigors, but pain and tenderness were present over the neck on the side of the wound. The question had arisen whether to re open the wound and investigate the lateral sinus for the presence of a septic thrombosis. Fortunately the condition subsided by lysis and further recovery was uneventful.
Mr. Mollison had suggested that the trouble was probably due to infection of the sheath of the sterno-mastoid. Possibly, in detaching the sterno-nmastoid from the bone, he (the speaker) had torn some of the fibres across.
MIr. J. F. O'MALLEY said that the case was of special interest, because of the anxiety as to the cause of the pyrexia in such circumstances. As Mr. Faulder had said, one felt inclined to operate on the lateral sinus, as the mastoid had already been opened. He himself had had last year a similar case in which an ordinary simple mastoid operation had been performed. About a week afterwards the wound had broken down and the temperature had risen suddenly. He (the speaker) bad not been satisfied that there was anything exceptional in the mastoid, but there was enlargement of glands under the sterno-mastoid muscle, and for a day or two he had considered that this was sufficient to account for the temperature, and he had refrained from operating further. A week later nasal speech bad developed in the patient, although when swabs taken from the throat had been examined the results had been negative. Still, there must have been a Klebs-Loefiler infection, which had produced paralysis of the palate.
Sir JAMEs DUNDAS-GRANT said that the title of this case should be amplified so as to indicate its extreme interest. He (Sir James) would like to know what was the condition of the sinus and the dura mater when exposed. He thought that a portion of thrombus had been carried from the lateral sinus, and that the embolus had reached the lung, where it more usually arrived in chronic cases. In acute cases minute emboli were carried through to joints or other parts.
Mr. HAROLD KISCH said that on several occasions he had been faced with the difficulty of deciding whether a high temperature was to be explained by lateral sinus thrombosis or by pulmonary complications. He had had several cases in which there had been acute infection of the lung by the pneumococcus and infection of the ear at the same time. One such case was that of a boy aged 17, who had been accustomed to diving and swimming. He complained of acute pain in his ear, and when he (the speaker) had first seen him, was obviously suffering from acute mastoiditis. He also complained incessantly of a " deep " pain in his chest, had a temperature of 1050 F., and was very ill. A physician had seen him, and had been unable to find any pathological evidences in the lungs. He (Mr. Kisch) had performed a mastoid operation, and had exposed the lateral sinus over much of its length. It had been pulsating, and, so far as he could tell by the naked eye, had been normal.
He had left the wound open in order to observe the sinus. For five days the temperature had continued to be 105°F. On the fifth day a crisis had occurred, and tubular breathing could be heard. That patient had afterwards gone through the ordinary course of pneumonia and convalescence. It was important in such cases to expose the sinus freely at the first operation and to keep it under observation.
Mr. FAULDER (in reply) said he was tempted to interfere with the lateral sinus again.
Two other members of the Section were of opinion that if the clinical condition did not improve rapidly that should be done, and also that the jugular vein should be tied. In answer to Sir James Dundas-Grant: there had been no indication for interference with the lateral sinus or with the dura; he only exposed them by accident so as to remove the diseased mastoid process. There had been no rigor, and he would have expected rigor if there had been a thrombus or a pyimic abscess.
